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Background: Little is known about variables associated with suicidality in veterans of
Operations Enduring Freedom and Iraqi Freedom (OEF/OIF).
Methods: A total of 272 OEF/OIF veterans completed a survey containing measures of
psychopathology, resilience, and social support. Thirty-four respondents (12.5%) reported
contemplating suicide in the two weeks prior to completing the survey.
Results: Suicide contemplators were more likely to screen positive for posttraumatic stress
disorder (PTSD), depression, and an alcohol problem, and scored higher on measures of
psychosocial difficulties, stigma, and barriers to care, and lower on measures of resilience and
social support. Logistic regression analysis revealed that positive PTSD and depression screens,
and increased psychosocial difficulties were associated with suicidal ideation, and that
increased postdeployment social support and sense of purpose and control were negatively
associated with suicidal ideation.
Conclusions: Interventions for PTSD, depression, and psychosocial difficulties, and to bolster
postdeployment social support and resilience may be helpful in preventing suicidal ideation in
OEF/OIF veterans.

© 2009 Elsevier B.V. All rights reserved.

Keywords:
Veterans
Combat
Soldiers
Suicide
Posttraumatic stress disorder
Depression

1. Introduction

A significant percentage of veterans of Operations Endur-
ing Freedom and Iraqi Freedom (OEF/OIF) are returning from
their deployments with posttraumatic stress disorder (PTSD),
depression, and related psychological problems that increase
risk of suicide (Tanielian and Jaycox, 2008). The prevalence
and correlates of these conditions in this population have
been characterized in previous research (Hoge et al., 2004;

Tanielian and Jaycox, 2008). However, the extent to which
specific risk factors (e.g., PTSD) may increase risk for suicidal
ideation, or whether protective factors such as social support
and resilience may buffer the negative effects of these
conditions on suicidal ideation, has yet to be examined.

Research on suicidality has revealed that increased combat
exposure (Boehmer et al., 2004; Thoresen andMehlum, 2008),
active duty versus Reserve/National Guard service (Kang and
Bullman, 2008), depression, PTSD, and substance use problems
(Harris and Barraclough, 1997; Kang and Bullman, 2008;
Kessler et al., 1999; Mills et al., 2006a,b; Tanielian and Jaycox,
2008; Wilcox et al., 2004), psychosocial difficulties (Kirkcaldy
et al., 2006), and stigma (Sudak et al., 2008) are associatedwith
increased suicidal ideation and/or attempts. Greater psycho-
logical resilience (Roy et al., 2007) and social support (Greening
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and Stoppelbein, 2002; Kotler et al., 2001) may protect against
the development of traumatic stress and depressive symptoms,
and may serve as psychosocial buffers of suicidality. An
examination of risk and protective variables associated with
suicide in OEF/OIF veterans is critical given recent reports
concerning an increased risk of suicide among veterans with
mental disorders (Kang and Bullman, 2008).

The purpose of this study was to: (1) provide a descriptive
analysis of demographic, risk and protective correlates of
suicidal ideation in OEF/OIF veterans; and (2) to use a
multivariate approach to determinewhich risk and protective
variables are most strongly associated with suicidal ideation.
We hypothesized that OEF/OIF veterans contemplating
suicide would be more likely to screen positive for PTSD,
depression, and alcohol problems, and that they would report
greater psychosocial difficulties, stigma, and barriers to care,
and lower resilience and social support. We also predicted
that, in a multivariate model, PTSD and depression would be
positively associated and social support and resilience would
be negatively associated with suicidal ideation.

2. Method

2.1. Sample

Participants were 272 OEF/OIF veterans from Connecticut
who completed the Connecticut OEF/OIF Veterans Needs
Assessment Survey (dates of service: 01/03 to 03/07). This
survey was developed to identify salient needs of OEF/OIF
Veterans in Connecticut and provide recommendations for
legislative and public policy initiatives to improve readjust-
ment to civilian life. The target populationwas all Connecticut
veterans who served in OIF/OEF since 2003. Potential
respondents were identified by inspection of copies of
discharge papers (DD-214s) that were sent to the Commis-
sioner of Veterans' Affairs for the state. Her staff identified
eligible Veterans and selected the first, 1050 (alphabetically)
for the target sample. Surveys were anonymous and no
identifying informationwas available to the authors. A total of
1050 surveys were mailed and 272 were returned (25.9%
return rate); despite this relatively low return rate, demo-
graphic, deployment, and clinical characteristics were com-
parable to a nationally representative sample of OEF/OIF
veterans (Tanielian and Jaycox, 2008), though respondents to
the current survey were older and consisted of more white
reserve/National Guard veterans. On average, surveys were
completed 26.9±0.7 months following return from their last
deployment. Institutional review boards of Yale University,
Central Connecticut State University, and the VA Connecticut
Healthcare System approved the study.

2.2. Assessments

2.2.1. Risk variables
The Combat Experiences Scale (CES) is a 15-item self-

report instrument from the Deployment Risk and Resilience
Inventory (DRRI; King et al., 2006; Vogt et al., 2008) that
assesses exposure to combat, such as firing a weapon, being
fired on by enemy or friendly fire, witnessing injury and
death. Higher scores indicate greater combat exposure.
Cronbach's α on CES items was 0.93.

The Patient Health Questionnaire-9 (PHQ-9; Kroenke and
Spitzer, 2002) is a 9-item self-report screening instrument for
depression derived from the clinician-administered Primary
Care Evaluation of Mental Disorders. Higher scores indicate
greater depressive symptoms, with scores ≥15 indicating a
positive screen for depression. One question asks respon-
dents to rate frequency of suicidal ideation: “Over the last
2 weeks, how often have you been bothered by any of the
following problems? — Thinking that you would be better off
dead or that you want to hurt yourself in some way.”
Responses are “Not at all;” “Several days;” “More than half the
days;” and “Nearly every day.” Suicidal ideation was
operationalized as endorsement of any of the latter three
responses. Cronbach's α on PHQ-9 items was 0.92.

The Posttraumatic Stress Disorder Checklist-Military Version
(PCL-M; Weathers et al., 1991) is a 17-item screening
instrument based on diagnostic criteria for PTSD. Respon-
dents who scored ≥50 and who met B, C, and D criteria for
PTSD were identified as screening positive for PTSD. This
definition provides a conservative estimate of the prevalence
of PTSD that corresponds to DSM-IV criteria for PTSD.
Cronbach's α on PCL-M items was 0.96.

TheCAGE Questionnaire (Ewing, 1984) is a 4-item instrument
used to identify individuals with a possible alcohol problem.
Despite its brevity, it has been shown to have good validity in
screening large populations. A score≥2 is indicative of a possible
alcohol problem. Cronbach's α on CAGE items was 0.72.

The Psychosocial Difficulties Scale (PDS) is a 23-item
questionnaire developed by two of the authors (M. B. G., J.
C. M.) that assesses psychosocial functioning in family and
peer relationships (e.g., “have difficulty connecting emotion-
ally with family and/or friends”), and work, school, and
financial functioning (e.g., “have difficulty finding employ-
ment;” “have difficulty paying bills.” Ratings are “Not a
concern,” “A slight concern,” “A moderate concern,” and “A
major concern.” Higher scores indicate greater psychosocial
difficulties. Cronbach's α on PDS items was 0.89.

Perceived Stigma and Barriers to Care for Psychological
Problems (Hoge et al., 2004; Britt et al., 2008). This instrument
assesses stigma (6 items; sample question: “My leaders would
blame me for the problem.”) and obstacles that prevent or
dissuade individuals from seeking mental health treatment (5
items; sample question: “It is difficult to schedule an appoint-
ment”). Responses range from “strongly agree” to “strongly
disagree,”withmean ratings for each summary scale serving as
outcomemeasures. Cronbach's α for the stigma and barriers to
care scales were 0.91 and 0.74, respectively.

2.3. Protective variables

The Connor-Davidson Resilience Scale (CD-RISC; Connor
and Davidson, 2003) is a 25-item self-report assessment of
psychological resilience. Total scores range from 0–100, with
higher scores reflecting greater resilience. Cronbach's α on
CD-RISC items was 0.94.

The Unit Support Scale (USS) is a 12-item self-report
instrument from the DRRI (King et al., 2006; Vogt et al., 2008)
that assesses the amount of assistance and encouragement in
the war zone from unit leaders and members, and the military
in general. Cronbach's α on USS items was 0.93.

103R.H. Pietrzak et al. / Journal of Affective Disorders 123 (2010) 102–107



The Postdeployment Social Support Scale (PSSS) is a 15-
item self-report measure from the DRRI (King et al., 2006;
Vogt et al., 2008) that assesses postdeployment emotional
support and instrumental assistance provided by family,
friends, coworkers, employers, and community. Cronbach's α
on PSSS items was 0.82.

2.4. Data analysis

Logarithmic base 10 transformations were used to transform
non-normally distributed continuous variables (e.g., PCL-M
scores) prior to analysis. Demographic characteristics between
respondents with and without suicidal ideation and scores on
measures with interval data were compared using χ2 tests and
univariate analyses of variance (ANOVAS; two-tailed, α=0.05).
Cohen's d values ([Meangroup1−Meangroup2]/pooled standard
deviation) were computed to estimate effect sizes of group
differences (Cohen, 1988). To examine specific dimensions of

resilience and social support associated with suicidal ideation,
exploratory factor analyses with varimax rotation were used to
examine the factor structure of the CD-RISC, USS, and PSSS;
unique factors were identified as those with eigenvalues >1.00.
Logistic regression analyses were conducted to examine associa-
tions between suicidal ideation and risk and protective factors.
Step 1 included risk factors (e.g., combat exposure, PTSD,
depression, alcohol useproblem,psychosocial difficulties, stigma,
barriers to care), and Step 2 included protective factors (e.g.,
resilience and social support subscales identified in exploratory
factor analyses).

3. Results

3.1. Suicidal ideation

A total of 34 (12.5%) respondents endorsed suicidal
ideation on the PHQ-9: 22 (8.2%) endorsed “Several days;”

Table 1
Demographic, risk, and protective variables by suicidal ideation status.

No suicidal ideation Suicidal ideation F or χ2 p

N 233 34
Demographic characteristics
Age 36.7 (0.7) 34.9 (1.8) 0.94 0.33
Sex (% male) 88.8% 91.1% 0.17 0.68
Race/ethnicity 4.64 0.20

White 203 (87.1%) 29 (85.3%)
Black 12 (5.2%) 1 (2.9%)
Hispanic 10 (4.3%) 4 (11.8%)
Other 8 (3.4%) 0 (0%)

Education 0.43 0.81
High school 32 (13.8%) 6 (17.6%)
Some college/college graduate 175 (75.4%) 24 (70.6%)
Graduate school 25 (10.8%) 4 (11.8%)

Married/living w/ partner 63.8% 55.9% 0.79 0.37
Service duty 0.21 0.65

Active duty 24.9% 29.2%
National guard or reserves 75.1% 70.8%

More than one deployment 32.2% 26.5% 0.45 0.50

Risk variables d or OR (95%CI) in bivariate analyses
Positive PTSD screen a 35 (15.0%) 24 (70.6%) 53.22 <0.001 13.58 (5.98–30.84)
Positive depression screen a 20 (8.6%) 22 (64.7%) 70.50 <0.001 19.52 (8.43–45.21)
Positive alcohol problem screen a 57 (25.2%) 15 (51.7%) 8.91 0.003 3.18 (1.44–6.98)
Combat experiences score a 38.3 (1.1) 46.2 (2.8) 6.84 0.009 0.50
Psychosocial difficulties score a 42.3 (0.8) 57.4 (2.3) 38.97 <0.001 1.12
Perceived stigma score a 2.5 (0.1) 2.9 (0.2) 3.98 0.047 0.40
Perceived barriers to care score a 2.2 (0.1) 2.6 (0.2) 4.49 0.035 0.44

Protective variables
Resilience score a 75.5 (1.0) 60.9 (2.8) 24.46 <0.001 0.75

Hardiness 21.4 (0.3) 17.2 (1.3) 0.67
Purpose/control 20.9 (0.3) 15.4 (1.2) 0.91
Leadership 15.7 (0.2) 12.5 (0.9) 0.70
Effort 11.9 (0.2) 10.8 (0.7) 0.32
Spiritual 5.0 (0.1) 4.2 (0.4) 0.38

Unit support score a 42.0 (0.8) 36.1 (2.1) 7.29 0.007 0.47
Unit member support 18.8 (0.3) 17.8 (1.0) 0.17
Leadership support 12.1 (0.3) 9.9 (0.9) 0.42
Military support 10.9 (0.2) 8.9 (0.8) 0.52

Postdeployment social support score a 56.6 (0.7) 47.5 (1.8) 23.25 <0.001 0.83
Community support 20.2 (0.3) 17.5 (1.1) 0.50
Instrumental support 19.2 (0.3) 16.1 (0.8) 0.67
Accessibility of family and friends 11.4 (0.2) 9.0 (0.6) 0.72
Lack of understanding 6.4 (0.1) 7.3 (0.4) 0.39

a Groups differ, p<0.05; d=Cohen's d estimate of effect size of group difference; OR (95%CI)=odds ratio and 95% confidence interval.
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5 (1.9%) “More than half the days;” and 7 (2.6%) “Nearly every
day.”

3.2. Demographic characteristics

In the full sample, mean age was 34.9±0.4 years, 89.4%
were white, 82.4% completed at least some college education,
27.8% were active duty and 72.2% were in the National Guard
or Reserves; 87.4% were in the Army, 9.1% Marines, 2.2% Air
Force, and 1.3% multiple branches; 68.5% were deployed once
and 31.5% were deployed two or more times.

3.3. Exploratory factor analysis of protective variables

Exploratory factor analysis of the Connor-Davidson Resil-
ience Scale revealed five factors with eigenvalues of 11.81,
1.58, 1.29 1.07, and 1.02, respectively (total of 67.1% variance
explained); results were similar with oblique rotation. The
first factor, labeled “Hardiness,” consisted of items related to
ability to adapt to challenges (e.g., “I can deal with whatever
comes my way”); the second factor, labeled “Purpose/
Control,” consisted of items related to a sense of personal
control and purpose (e.g., “I feel in control of my life”); the
third factor, labeled “Leadership,” consisted of items related
to control and sense of leadership (e.g., “I prefer to take the
lead in solving problems, rather than letting others make all
the decisions.”); the fourth factor, labeled “Effort,” consisted
of items related to relying on providing one's best effort to
persevere through stressful experiences (e.g., “I give my best
effort no matter what the outcome may be”); the fifth factor,
labeled “Spiritual,” consisted of items related to spiritual
factors (e.g., “Fate or god can help”).

Exploratory factor analysis of the Unit Support Scale
revealed three factors with eigenvalues of 6.88, 1.83, and 1.14,
respectively (total of 82.1% variance explained); results were
similar with oblique rotation. The first factor, labeled “Unit
member support,” consisted of items related to aspects of
support provided by unit members (e.g., “My unit felt like a
family”); the second factor, labeled “Leader support,” con-
sisted of items related to aspects of support provided by
commanders/leaders (e.g., “My superiors treated me as a
person”); the third factor, labeled “Military support,” con-
sisted of items related to aspects of general support provided
by the military (e.g., “Military appreciated my service.”).

Exploratory factor analysis of the Postdeployment Social
Support Scale revealed four factors with eigenvalues of 5.53,
1.98, 1.30, and 1.16, respectively (total of 66.5% variance
explained); results were similar with oblique rotation. The
first factor, labeled “Community support,” consisted of items
related to aspects of community supports (e.g., “I feel proud
to be in the armed services”); the second factor, labeled
“Instrumental support,” consisted of items related to aspects
of instrumental assistance and support (e.g., “My family and/
or friends would lend me money if I needed it”); the third
factor, labeled “Accessibility of family and friends,” consisted
of items related to availability and understanding of family
and friends (“I have people I can talk to about my
deployment”); the fourth factor, labeled “Lack of understand-
ing,” consisted of items related to poor understanding of what
the Veteran endured (e.g., “People at home do not understand
what I have been through”).

Demographic and risk and protective variables by suicidal
ideation status are shown in Table 1. Demographic character-
istics did not differ between groups. Compared to the group
that did not endorse suicidal ideation, the group that
endorsed suicidal ideationweremore likely to screen positive
for PTSD, depression, and an alcohol problem, and scored
higher onmeasures of combat exposure (medium effect size),
psychosocial difficulties (large effect size), and perceived
stigma and barriers to care (small effect sizes). They also
scored lower on measures of resilience (medium effect size),
unit support (medium effect size), and postdeployment social
support (large effect size). The most pronounced differences
between groups were on measures of purpose/control
(d=0.91), accessibility of family and friends (d=0.72), and
leadership (d=0.70).

Multivariate logistic regression analysis revealed that
positive depression (OR=5.97, 95%CI=1.86–19.13) and
PTSD (OR=3.73, 95%CI=1.32–10.56) screens, and higher
psychosocial difficulties scores (OR=1.04; 95%CI=1.01–
1.08) emerged as significant predictors of suicidal ideation.
Higher scores on the accessibility of family and friends factor
of the PSSS (OR=0.87, 95%CI=0.76–0.99) and on the
purpose/control factor of the CD-RISC (OR=0.89, 95%
CI=0.79–0.99) were negatively associated with suicidal
ideation. None of the other variables were associated with
suicidal ideation (all p's>0.23).

4. Discussion

This study examined risk and protective variables associ-
ated with suicidal ideation in a sample of OEF/OIF veterans.
Respondents who endorsed suicidal ideation were more
likely to screen positive for PTSD, depression, and alcohol
problems, scored higher on measures of combat exposure,
psychosocial difficulties, stigma, and barriers to care, and
scored lower on measures of resilience, unit support, and
postdeployment social support. In a multivariate model,
positive screens for PTSD and depression, and increased
psychosocial difficulties emerged as positive predictors of
suicidal ideation, with increased scores on measures of
postdeployment accessibility of family and friends and
sense of purpose and control emerging as protective factors.

The finding that suicidal ideation was associated with
PTSD, depression, and alcohol problems, and increased
psychosocial difficulties is consistent with previous research
documenting an association between these variables and
suicidality (Harris and Barraclough, 1997; Kang and Bullman,
2008; Kessler et al., 1999; Mills et al., 2006a,b; Kirkcaldy et al.,
2006; Tanielian and Jaycox, 2008;Wilcox et al., 2004). Results
of the current study extend these findings to suggest that
suicidal ideation is also associated with increased combat
exposure, stigma, and barriers to care, and decreased
perceptions of resilience and social support.

Respondents with suicidal ideation reported increased
stigma and barriers to care compared to respondents without
suicidal ideation. This finding corroborates previous reports
of an association between suicide and stigma (Sudak et al.,
2008) and the need to address stigma associated with mental
illness in suicide prevention programs (Eagles et al., 2003).
Because reports of suicidal ideation in the current study
reflect symptoms experienced in the two weeks prior to
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completing the survey, results of the current study highlight
the need for continued symptom monitoring in at-risk
veterans. Longitudinal research is needed to examine asso-
ciations between perceived stigma and barriers to care, and
behavioral healthcare utilization in OEF/OIF veterans.

Postdeployment social support in the form of accessibility
of family and friends and greater sense of purpose and control
protected against suicidal ideation, even after adjusting for
risk factors. This finding is consistent with previous research
(Greening and Stoppelbein, 2002; Kotler et al., 2001; Roy et
al., 2007) and suggests that respondents who reported that
they have family and friends with whom they could discuss
their deployment and who perceived a greater sense of
purpose and control were less likely to report suicidal
ideation, irrespective of combat exposure severity and
whether they screened positive for PTSD or depression.
These findings underscore the importance of assessing levels
of social support in returning veterans and in providing
psychoeducation for their families and friends to emphasize
the importance of postdeployment support. Given that there
is often significant lag time from return from deployment to
the first appearance of PTSD symptoms (Milliken et al., 2007),
the timing of these interventions may be critical, especially in
light of recent findings suggesting that the highest risk of
suicide is within two years following discharge from the
military (Kapur et al., 2009). Early outreach with a continuum
of community supports may help prevent psychosocial
difficulties and promote readjustment to civilian life (Gold-
stein andMalley, 2008). In particular, family psychoeducation
may help decrease feelings of stress, isolation, and confusion
among family members, and increase awareness and under-
standing of mental illness, how it affects the individual and
their family, and how to more actively participate in
promoting recovery (SAMHSA, 2003). Informing families
and friends about the importance of openness to discussing
their loved one's experiences related to deployment (i.e.,
general psychotherapeutic concepts) may also be helpful in
preventing suicidal ideation and decreasing distress related
to PTSD, depression, and other deployment-related condi-
tions. To enhance resilience and sense of purpose and control,
interventions such as well-being therapy (Fava et al., 1998)
and hardiness training (Maddi, 2007), which focus on
enhancing personal growth, purpose in life, autonomy, self-
control, self-acceptance, and positive relations with others,
may be useful. In the military, programs that enhance
practical and psychological preparation for discharge and
that encourage appropriate help-seeking behavior following
discharge may be helpful in mitigating suicide risk (Kapur et
al., 2009). Gatekeeper training (Matthieu et al., 2008),
telehealth suicide prevention (Godleski et al., 2008), in-
creased staff and patient training in risk factors for suicide,
and improved assessment and communication of patient risk
may also be useful (Mills et al., 2006b). While these studies
provide insight into some suicide prevention strategies, more
research is needed to evaluate their effectiveness in mitigat-
ing suicidality in OEF/OIF veterans.

Methodological limitations of this study include a rela-
tively low survey return rate; possible response bias; limited
generalizability to relatively older and predominantly Na-
tional Guard/Reserve sample of OEF/OIF veterans; and use of
screening instruments to assess PTSD, depression, and alcohol

problems. Nevertheless, demographic, deployment, and
clinical characteristics of survey respondents in the current
study were generally comparable to a nationally representa-
tive sample of OEF/OIF veterans (Tanielian and Jaycox, 2008).
Further, history of suicidality, one of the strongest predictors
of current suicidal ideation (Kirkcaldy et al., 2006), was not
assessed. Also, the suicidal ideation variable used to classify
groups reflects two dimensions of suicidal ideation, including
passive death wishes and wish for self harm, which may be
differentially related to outcomes. An additional limitation is
that, due to the brevity of the survey, only a select number of
assessments were included. More research is needed to
determine whether other deployment-related conditions
such as physical injuries, traumatic brain injury, and chronic
pain may interact with PTSD, depression, and related
psychiatric conditions in increasing risk of suicide (Tanielian
and Jaycox, 2008; Gutierrez et al., 2008). Despite these
limitations, this study provides a preliminary examination of
risk and protective variables associated with suicidal ideation
in OEF/OIF veterans. Future research should endeavor to
replicate these findings in larger, more representative
samples of OEF/OIF veterans as well as in other military and
civilian populations; examine specific roles of protective
variables in mediating the relationship between psychiatric
conditions and suicidality; and develop and test the efficacy
of suicide prevention programs in veteran populations.

Role of funding source
None of these funding sources had a role in study design; in the

collection, analysis and interpretation of data; in the writing of the report; or
in the decision to submit the paper for publication.

Conflict of interest
None of the authors have any conflicts of interest.

Acknowledgements

We thank the veterans who participated in this survey.
We appreciate the assistance of the Center for Public Policy
and Social Research at Central Connecticut State University
and the Connecticut Department of Veterans' Affairs in
conducting this research. This work was supported by a
grant from the State of Connecticut Department of Mental
Health and Addiction Services, the National Center for PTSD,
and a private donation.

References

Boehmer, T.K., Flanders, W.D., McGeehin, M.A., Boyle, C., Barrett, D.H., 2004.
Postservice mortality in Vietnam Veterans: 30-year follow-up. Arch.
Intern. Med. 164, 1908–1916.

Britt, T.W., Greene-Shortridge, T.M., Brink, S., Nguyen, Q.B., Rath, J., Cox, A.L.,
Hoge, C.W., Castro, C.A., 2008. Perceived stigma and barriers to care for
psychological treatment: implications for reactions to stressors in
different contexts. J. Soc. Clin. Psychol. 27, 317–335.

Cohen, J., 1988. Statistical Power Analysis for the Behavioral Sciences2nd ed.
Lawrence Erlbaum, New Jersey.

Connor, K.M., Davidson, J.R., 2003. Development of a new resilience scale: the
Connor-Davidson Resilience Scale (CD-RISC). Depress. Anxiety 18,
76–82.

Eagles, J.M., Carson, D.P., Begg, A., Naji, S.A., 2003. Suicide prevention: a study
of patients' views. Br. J. Psychiatry 182, 261–265.

Ewing, J.A., 1984. Detecting alcoholism: the CAGE questionnaire. JAMA 252,
1905–1907.

106 R.H. Pietrzak et al. / Journal of Affective Disorders 123 (2010) 102–107



Fava, G.A., Rafanelli, C., Cazzaro, M., Conti, S., Grandi, S., 1998. Well-being
therapy: a novel psychotherapeutic approach for residual symptoms of
affective disorders. Psychol. Med. 28, 475–480.

Godleski, L., Nieves, J.E., Darkins, A., Lehmann, L., 2008. VA telemental health:
suicide assessment. Behav. Sci. Law 26, 271–286.

Goldstein, M.B., Malley, J., 2008. Connecticut veterans needs assessment: the
OEF/OIF project. A Report Prepared for State of Connecticut Commis-
sioner of Veterans Affairs. Center for Public Policy and Social Research.
Central Connecticut State University.

Greening, L., Stoppelbein, L., 2002. Religiosity, attributional style, and social
support as psychosocial buffers for African American and white
adolescents' perceived risk for suicide. Suicide Life-Threat. Behav. 32,
404–417.

Gutierrez, P.M., Brenner, L.A., Huggins, J.A., 2008. A preliminary investigation
of suicidality in psychiatrically hospitalized veterans with traumatic
brain injury. Arch. Suicide Res. 12, 336–343.

Harris, E.C., Barraclough, B., 1997. Suicide as an outcome formental disorders.
A meta-analysis. Br. J. Psychiatry 170, 205–228.

Hoge, C.W., Castro, C.A., Messer, S.C., McGurk, D., Cotting, D.I., Koffman, R.L.,
2004. Combat duty in Iraq and Afghanistan, mental health problems, and
barriers to care. N. Engl. J. Med. 351, 13–22.

Kang, H.K., Bullman, T.A., 2008. Risk of suicide among US Veterans after
returning from the Iraq or Afghanistan war zones. JAMA 300, 652–653.

Kapur, N., While, D., Blatchley, N., Bray, I., Harrison, K., 2009. Suicide after
leaving the UK armed forces—a cohort study. PLoS. Med. 6, e26.

Kessler, R.C., Borges, G., Walters, E.E., 1999. Prevalence of and risk factors for
lifetime suicide attempts in the National Comorbidity Survey. Arch. Gen.
Psychiatry 56, 617–626.

King, L.A., King, D.W., Vogt, D.S., Knight, J.A., Samper, R.E., 2006. Deployment
risk and resilience inventory: a collection of measures for studying
deployment-related experiences of military personnel and veterans. Mil.
Psychol. 18, 89–120.

Kirkcaldy, B.D., Siefen, G.R., Urkin, J., Merrick, J., 2006. Risk factors for suicidal
behavior in adolescents. Minerva Pediatr. 58, 443–450.

Kotler, M., Iancu, I., Efroni, R., Amir, M., 2001. Anger, impulsivity, social support,
and suicide risk in patients with posttraumatic stress disorder. J. of Nerv.
Ment. Dis. 189, 162–167.

Kroenke, K., Spitzer, R.L., 2002. The PHQ-9: a new depression diagnostic and
severity measure. Psychiatr. Ann. 32, 509–521.

Maddi, S.R., 2007. Relevance of hardiness assessment and training to the
military context. Mil. Psychol. 19, 61–70.

Matthieu,M.M., Cross,W., Batres, A.R., Flora, C.M., Knox, K.L., 2008. Evaluation of
gatekeeper training for suicideprevention inveterans. Arch. SuicideRes. 12,
148–154.

Milliken, C.S., Auchterlonie, J.L., Hoge, C.W., 2007. Longitudinal assessment of
mental health problems among active and reserve component soldiers
returning from the Iraq war. JAMA 298, 2141–2148.

Mills, K.L., Teesson, M., Ross, J., Peters, L., 2006a. Trauma, PTSD, and substance
use disorders: findings from the Australian National Survey of Mental
Health and Well-Being. Am. J. Psychiatry 163, 652–658.

Mills, P.D., Neily, J., Luan, D., Osborne, A., Howard, K., 2006b. Actions and
implementation strategies to reduce suicidal events in the Veterans
Health Administration. Jt. Comm. J. Qual. Patient. Saf. 32, 130–141.

Roy, A., Sarchiapone, M., Carli, V., 2007. Low resilience in suicide attempters.
Arch. Suicide. Res. 11, 265–269.

SAMHSA, 2003. Family Psychoeducation. In Substance Abuse and Mental
Health Services Administration (SAMHSA) News Evidence-based prac-
tices: Shaping mental health services toward recovery (XI). http://
mentalhealth.samhsa.gov/cmhs/CommunitySupport/toolkits/family/.

Sudak, H., Maxim, K., Carpenter, M., 2008. Suicide and stigma: a review of the
literature and personal reflections. Acad. Psychiatry 32, 136–142.

Tanielian, T.L., Jaycox, L., 2008. Invisible Wounds of War: Psychological and
Cognitive Injuries, their Consequences, and Services to Assist Recovery.
RAND Center for Military Health Policy Research, Santa Monica, CA.

Thoresen, S., Mehlum, L., 2008. Traumatic stress and suicidal ideation in
Norwegian male peacekeepers. J. of Nerv. Ment. Dis. 196, 814–821.

Vogt, D.S., Proctor, S.P., King, D.W., King, L.A., Vasterling, J.J., 2008. Validation
of scales from the Deployment Risk and Resilience Inventory in a sample
of Operation Iraqi Freedom Veterans. Assessment 15, 391–403.

Weathers, F., Huska, J., Keane, T., 1991. National Center for Posttraumatic
Stress Disorder, Boston, MA.

Wilcox, H.C., Conner, K.R., Caine, E.D., 2004. Association of alcohol and drug use
disorders and completed suicide: an empirical review of cohort studies.
Drug Alcohol Depend. 76 (Suppl), S11–S19.

107R.H. Pietrzak et al. / Journal of Affective Disorders 123 (2010) 102–107

http://mentalhealth.samhsa.gov/cmhs/CommunitySupport/toolkits/family/
http://mentalhealth.samhsa.gov/cmhs/CommunitySupport/toolkits/family/

	Risk and protective factors associated with suicidal ideation in veterans of Operations Endurin.....
	Introduction
	Method
	Sample
	Assessments
	Risk variables

	Protective variables
	Data analysis

	Results
	Suicidal ideation
	Demographic characteristics
	Exploratory factor analysis of protective variables

	Discussion
	Role of funding source
	Conflict of interest
	Acknowledgements
	References


